1. Introduction {#sec0005}
===============

Meckel's diverticulum (MD) is the most common congenital anomaly of the gastrointestinal (GI) tract. It results from incomplete obliteration of the vitelline duct leading to the formation of a true diverticulum of the small intestine [@bib0005]. MD is a true diverticulum as it contains all layers of the small bowel wall. It can occur in up to 2% of the population and can manifest as obscure GI bleeding, Meckel's diverticulitis, obstruction, and intussusceptions [@bib0010]. Contrary to MD, intestinal duplication cyst (IDC) is uncommon congenital anomaly that can occur anywhere from the tongue to the anus [@bib0015]. Most of these cysts occur in the small bowel and about half are in the mesenteric border of the ileum [@bib0015], [@bib0020]. IDC communicates only rarely with the intestinal lumen, although the cysts are attached to the intestine and may even share a common wall with the adjacent alimentary tract [@bib0020], [@bib0025], [@bib0030]. In general, MD arises from the antimesenteric border of the middle-to-distal ileum. However, there are very few published cases of mesenteric-sided MD and several authors have suggested that what some call a mesenteric-sided MD may in fact be an IDC [@bib0035], [@bib0040], [@bib0045], [@bib0050], [@bib0055], [@bib0060]. We report a case of IDC without intestinal communication, but histopathological analysis has shown a gastric mucosa that resembles MD.

2. Presentation of case {#sec0010}
=======================

A previously fit and healthy 18 year old man presented to the department of gastroenterology, with a two year history of chronic abdominal pain, frequent vomiting and mild abdominal distension. On examination the abdomen was soft, non-tender, bowel sounds were present and on digital rectal examination there was only soft stool. There was no history of trauma to the abdomen. All blood results were within normal range. Abdominal ultrasound showed a cystic mass measuring 9.0 × 8.0 cm in the right lower quadrant of the abdomen.

A contrast-enhanced abdominal computed tomography (CT) scan revealed a well-circumscribed peritoneal hypodense cystic mass measuring 120 × 69 × 58 mm, located in the right lower quadrant of the abdomen ([Fig. 1](#fig0005){ref-type="fig"}). The patient was transferred to the department of abdominal surgery for surgical treatment.

Laparotomy was performed with the preoperative diagnosis of a mesenteric cyst. At laparotomy, a large cystic mass was found in the terminal ileal mesentery ([Fig. 2](#fig0010){ref-type="fig"}). The mass was attached to the intestine and shared a common wall with the adjacent alimentary tract. Incising into the cyst, clear fluid gushed out. However the cyst had no distinct communicating path with intestinal tract. The mass was excised free of surrounding soft tissue without iatrogenic injury to the surrounding intestinal and mesenteric structures. The mass had a dedicated vascular pedicle, which was ligated and removed ([Fig. 3](#fig0015){ref-type="fig"}). The specimen was sent for histopathological examination. Biopsy of the cystic mass revealed ectopic gastric tissue, which resembles MD ([Fig. 4](#fig0020){ref-type="fig"}, [Fig. 5](#fig0025){ref-type="fig"}). The postoperative course was uneventful and the patient was discharged from hospital without any complications. This manuscript is written in accordance with the CARE (CAse Report) guidelines [@bib0065].

3. Discussion {#sec0015}
=============

Classical feature of MD is its location on the anti-mesenteric border of the intestine, whereas mesenteric location is very rare and only few cases have been published [@bib0040], [@bib0045], [@bib0050], [@bib0055], [@bib0060]. There are several characteristics unique to MD that aid its identification which include: location two feet proximal to the ileocecal valve, the presence of an independent vessel supplying the structure involving all the five layers of small intestine, and majority of specimens have ectopic mucosa of either gastric, pancreatic or another origin other than small intestine [@bib0035]. Regarding IDC, in general ileal duplication cysts makeup about 44% of GI tract duplications and the wall of small bowel duplication cysts can contain two-mucosal layers sharing a common muscle layer [@bib0070], [@bib0075]. Our case is an obvious example of a cystic mass in the mesenteric side of the small bowel that required cystic resection because of its clinical presentation. However, the exact diagnosis of this mass is rather ambiguous. Histological analysis revealed gastric mucosa, which resembles MD but there was no communication between cystic mass and intestine. The absence of a distinct communication of a cystic mass with adjacent intestinal lumen favors IDC. Another possible area of distinction is with ectopic gastric mucosa, which our patient had. Nevertheless, ectopic gastric or pancreatic mucosa can be found in both MD (approximately 55%) and IDC (approximately 16--39%) [@bib0010], [@bib0050]. On the other hand, theoretically we can speculate that this mass may have communicated with the lumen of adjacent bowel, but may have subsequently obliterated as a result of the cystic development process. Another definitive evidence of MD is the presence of a vitelline artery or a clear independent blood supply to a diverticulum; whereas, intestinal duplications shares the blood supply with the surrounding intestine [@bib0050]. In our case, the cystic mass had a distinct blood supply, which was identified intraoperatively. Finally, we could say that due to similar clinical presentations of MD and IDC, and their complications, often it is difficult to differentiate between them even after surgery and histopathological analysis. Although, surgical resection is mandatory of both. In addition, 23% of intestinal duplication cysts in adults were found to be ileal cancer [@bib0080].

4. Conclusion {#sec0020}
=============

In conclusion, this case report underlines the necessity of how to differentiate between MD and IDC however, surgical management is recommended for both symptomatic and asymptomatic patients because of potential serious complications that include; gastrointestinal bleeding, Meckel's diverticulitis, obstruction, intussusceptions and malignancy for both these pathologies.
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![Computed tomography (CT) revealed a well-circumscribed cystic mass located in the right lower quadrant of the abdomen (arrow).](gr1){#fig0005}

![ A cystic mass located on the mesentery of the terminal ileum attached to the intestine and shared a common wall with the adjacent alimentary tract.](gr2){#fig0010}

![Vascular pedicle of the cystic mass, which was simply ligated and removed.](gr3){#fig0015}

![Macroscopically view of cystic mass after fixation with 4% formaldehyde solution.](gr4){#fig0020}

![Histological picture showing the luminal lining of the cyst. Ectopic corpus-type gastric mucosa in the right-hand side transitioning to columnar, stratified and squamous epithelium in the left-hand side of the picture (Hematoxylinc & Eosin stain, 4 × magnification).](gr5){#fig0025}
